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CASE REPORT
Successful Management of Retinal Tear
Post-Laser in situ Keratomileusis Retreatment
Roya Vakilia,b, Shachar Tauberbc, and Edward S. Lim
bDepartment ofOphthalmology and Visual Science, Yale University School ofMedicine,
New Haven, Connecticut and cYale-New Haven Eye Laser Center, New Haven,
Connecticut
Purpose: To reporta successful case management ofa retinal tearpost-Laser in situ Keratomileusis
(LASIK) and retreatment.
Results: A patient with the history ofocular trauma underwent LASIKprocedurefor myopic astig-
matism. Three months post-LASIK, she received additional excimer laser treatmentfor a sympto-
maticpersistentcentral island. One month later, thepatient experienced aflap tearat the edge ofa
prior chorioretinal scar. Retinal tear repair was successfully accomplished by indirect application
ofphotocoagulation laser without damage to the cornealflap.
Conclusions: To date, no definitive causal relationship has been established between retinal tear(s)
and comeal refractive surgery. This report describes a retinal tear and repair, post-LASIK retreat-
ment. The use ofthe indirect binocular argon laser alleviates the need to compress the LASIKflap
and minimizes thepotentialfor creatingflapfolds andstriae, especially in the earlypost operative
period. Clinicians should be on alert to consider this possible complication, post-LASIK and
excimer laser, especially within apopulation whose clinicalfindingsplace them at greater risk..
There are many factors contributing to
the formation of retinal tears. Included
among the primary risks are myopia, trau-
ma, retinal detachment in the fellow eye,
and lattice degeneration [1]. In the litera-
ture, we found three cases offlap tearpost-
photorefractive keratectomy and one post-
phototherapeutic keratectomy (PTK)d, that
led to retinal detachment [2, 3]. We also
found one case ofretinal detachment asso-
ciated with giant retinal tear post-laser in
situ keratomileusis (LASIK) [4]. To our
knowledge, no retinal tears ordetachments
have been reported for PTK treatment of
persistent central islands. We report on a
case of an indirect photocoagulation treat-
ment of a flap tear after excimer laser.
A 54-year-old woman presented with
a history ofthree-day fluctuating right eye
floaters and flashes on March 31, 1999.
Her past ocular history is remarkable for
peripheral right chorioretinal scars at 6:00,
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9:00, 12:00o'clock, and leftretinal detach-
ment following a motor vehicle accident in
1964. In the left eye, she had scleral buck-
le repair for retinal detachment.
Preoperative fundus examination showed
lattice degeneration in the right periphery.
Her preoperative best corrected visual acu-
ity (BCVA) was 20/25 [-7.75 (+2.00 x
109)] in the right and 20/60 [-7.75 (+1.00
x 57)] in the left eye. The patient devel-
oped contact lens intolerance and subse-
quently underwent bilateral sequential
LASIK procedure using SVS Apex Plus
Excimer Laser with 8 percent pretreatment
(Summit Technology, Inc, Waltham,
Massachusetts) and the Moria LSK micro-
keratome -130 head (Microtech, Doyles-
town, Pennsylvania) one week apart in
November 1998.
The Postoperative course included
persistent central island in both eyes. Only
the right eye was symptomatic with glare,
halo, and monocular diplopia. In February
29, 1999, the right eye flap was lifted and
PTK was performed on the central island,
20 pulses at 2.0 mm optical zone. The
postoperative BCVA was 20/20 [(-0.50 +
0.50 x 090)] with complete resolution of
her vision and reduction of central island
on TMS II topography (Tomey, Inc.,
Cambridge, Massachusetts).
In less than one month, the patient
presented with symptoms of retinal tear.
On March 31, 1999, indirect ophthal-
moscopy showed peripheral flap tear at the
superior edge of the previous 12:00 chori-
oretinal scar. The flap tear was treated with
argon-green (532 nm) photocoagulation
laser, IRIS Medical Instruments (IRIDEX
Corporation, Mountain View, California).
The laser was delivered via an indirect
binocularophthalmoscope and 20D double
aspheric lenses (Volk Optical, Inc.,
Mentor, Ohio). The indirect system per-
mitted no contact with the cornea, in order
to avoid flap shifting and rubbing. The six-
month follow-up exam revealed well-
healed laser around her retinal break and
flat macula without maculopathy.
Currently, there is no established
cause and effect to directly link retinal tear
or detachment to LASIK. All ofthe retinal
tear cases cited had at least one ofthe risk
factors, such as high myopia, range of-6.5
to -26 [2-4]. Our patient had several of
these predisposing factors and underwent
corneal refraction surgery using excimer
laser. Although retinal tears may be coin-
cidental, it has been postulated that the
sudden change of IOP from normal to at
least 65 mmHg, during suction of micro-
keratome, and pulses generated by the
excimer laser upon the cornea, may be an
attributable cause to the retinal tears [3, 4].
In our case the retinal tear occurred a
month post-PTK, without use ofa vacuum
to generate a sudden high pressure, further
supporting a possible lack of cause and
effect. However, to determine no such
relationship ofretinal damage and LASIK,
a larger study should be completed imple-
menting a control group.
In general, retinal complication post
LASIK is very infrequently found and its
management should include both preven-
tion and prompt treatment. At this time, we
want to sound an alert regarding possible
retinal tears in a high-risk population, and
report upon a successful method of treat-
ment. In addition, it is important to empha-
size to physicians to complete a thorough
retinal examination under dilation ofpupil
using indirect ophthalmoscopy with scler-
al depression, both pre- and postoperative-
ly. Ifvitreoretinal pathology is found under
a careful examination, it must be treated
properly prior to LASIK and retinal surg-
eries that does not alter the structural con-
tour orlength ofthe eye are suggested such
as vitrectomy without scleral band, cry-
opexy, and argon laser retinopexy. Also,
patients must be warned about possible
complications of being high myopes and
that LASIK only corrects visual acuity. InVakili et al.: Successful case management ofa retinal tearpost-LASIK 57
our case, the patient's retinal complication
was identified early and treated appropri-
ately. Indirect laser photocoagulation
proved to be an effective treatment for
post-LASIK patients, preventing compres-
sion of the cornea and potential formation
of folds and striae.
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